»~~ VERMONT

AGENCY OF HUMAN SERVICES

February 11, 2019

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

Ms. Felicia Stinchfield, Manager
Gazebo Senior Living-Gazebo North

1530 Williston Road

South Burlington, VT 05403-6422

Dear Ms. Stinchfield:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 15, 2019. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies

may be imposed.
Sincerely,

SR

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services
Licensing and Protection

Blind and Visually Imparied
Vocational Rehabilitation
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An unannounced re-licensing survey was

conducted by The Division of Licensing and : i "R}\\l L{, uifw f (;‘Xj,f/iixi{

Protection-on 1/14-1/15/19. The following

regulatory deficiencies were identified as a result: CJL@){_%Q‘ \L{J
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5.5 Assessment ;
NS
5.7.b if aresident requires nursing overview or
nursing care, the resident shall be assessed by a
licensed nurse within fourteen days of admission i
to the home or the commencement of nursing
sefvices, using an assessment instrument
provided by the licensing agency. !

This REQUIREMENT is not met as evidenced

by:

Based on record review and confirmed by staff ,
interview, the facility Registered Nurse {RN) failed
lo ensure the timely review/approval of the annual ;
assessment for 1 of & residents sampled,

{Resident #1}. The findings intlude the following: M ‘ LA LLL{%{%@
. | e ké% &MU U A Und 34

Per record review, Resident #1 had an annual
assessment (mandated State Assegsment}, : - ﬂlﬁf‘h

completed on 9/28/18. The RN review/approval QM b in\m

was not conducted and signed until 11/15/18, Mw{m}‘u@ ,f‘i(;,
some forty-eight (48) days a?ter the assessment '

was completed.
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In the State Board of Nursing Scope of Practice & :
Decision Tree for RN, Advanced Practice : Q (5 / Z:}
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Licensed Practical Nurse (LPN) confirmed on ¢
114719 at approximately 3:20 PM, that the RN i,
review was untimsly.
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Oversee development of a written plan aof care for
each resident that is based on abilities and needs
as identified in the resident assessment. A plan
of care must describe the care and services
necessary to assist the resident to maintain
Independence and well-being;

This REQUIREMENT is not met as evidenced
by:

) Based on record review and confirmed by staff

i interview, the facility Registered Nurse (RN) failed
| to ensure that 4 of 5 residents sampled, has a
written plan of care reviewed/approved,
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Regtstered Nurse (APRN), and LPN the followmg
is stated: [\,\\ ‘ A M CM[M
"LPN role in assessment, planning, and
implementation of a strategy of care: ‘%D bﬁ/ CXEL(IQ 0L et Cdkﬁi
: -LPNs may not independently assess the health
status of an individual or group and may not @ M‘L LL QT M/LCQ
¢ independently develop or modify the plan of care. T [ﬁé}
LPNs may contribute to the assessment and C QL L XL A O/
nursing care planning processes; however, : .
patient assessment and care plan development ; M\W m’ :
or revision remain the responsibility of the .'-—'— ’—j }(WLLD
RN/APRN/licensed physician/licensed dentist. ! \ ]Q q @ L {/L
-LPNs may not modify a patient care protocol. If | {) A f) /i
* the situation and/or data collected by the LPN are ! &/ Q ﬁ‘ k(’L p‘*
not clearly consistent with a protocol, the LPN UU/U,(. M &,prm/\—ﬂd ‘.3‘/ LLL
must consult with the supervising professional or
authorized provider before taking action or \,LP&&T‘LA W’}.,
makKing a recommendation to a patient.” .
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R145. V. RESIDENT CARE AND HOME SERVICES ~ : R145 | Q’OJ 5 ﬁ C{ N jjﬂ[)x{fF
SS=C f -

n a,u - T RN
\J%/A”\ZLLL\XL,{&KM @Jb

Mmu, U Oupreing
OMQQ}(L L&/LLVJ Qb&

) E&M& =
Sl pile

AL
L =Rk

Division of Licensing and Protection
STATE FORM

£

6YS111 if continuation sheet 26f 7



PRINTED: 01/24/2019

FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:

0143 bl 01/15/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3 1530 WILLISTON ROAD
GAZEBQ SENICR LIVING-GAZEBO NORTH )
) ’ SOUTH BURLINGTON, VT 05403
(X4} 10 SUMMARY STATEMENT OF DEFICIENGIES D : PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

REGULATORY OR'LSC IDENTIFYING INFORMATION)

DEFICIENCY)

R145 ' Continued From page 2

identifying necessary care to maintain
independence and well-being, (Resident # 1, #2,
#4, and #5). The findings include the following:

1. Per record review, Resident #1 had a care
plan update 1/14/19, that has not been
reviewed/approved by the RN.

2. Perrecord review, Resident #2 had a care
plan.update 1/14/17, that was approved by the
RN in 2017. The care plan has not been
reviewed/approved by the RN for 2 years.

: 3. Perrecord review, Resident #4 had a caré
. plan update by facility staff on 1/14/19. The

original care plan, at the time of admission, was
reviewed/approved by the RN on 1/2/19. The
resident was hospitalized for four (4) days, -and
returned to the facility on 1/8/19. Facility staff

. updated the care plan on return, but the RN has

not reviewed/approved the changes as outlined
on the care plan.

4. Per record review Resident #5 had a care
plan update 10/2/17, that was approved by the
RN on 10/2/17. The care plan-has not been
reviewed/approved by the RN for 2 years.

Confirmation was made by the Licensed Practical
Nurse (LPN), during interviews on 1/14 and
1/15/19 that the care plans have nat been
reviewed/approved by the RN as required.

In the State Board of Nursing Scope of Practice &
Decision Tree for RN, Advanced Practice
Registered Nurse (APRN), and LPN the following
is stated:

"LPN role in assessment, planning, and
implementation of a strategy of care:

-LPNs may not independently assess the health

R145
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status of an individual or group and may not

independently develop or modify the plan of care. | — (0 m{ Q—i N (mew:t’

LPN’s may contribute to the assessment and

_nursing care planning processes; however, M%uﬂt ‘EQJL }Cﬂ_x&(—
- patient assessment and care plan development l , |
" of revision remain the responsibility of the HeD CQ(L/ML e \we)t9q
RN/APRN/licensed physicianflicensed dentist d Q L
. "LPNs may not modify a patient care protocol. If | o }(_L ,,}ft"‘ﬁi. -t- | (’JLOUVU
- the situation and/or data collected by the LPN are \NM & + M
- not clearly consistent with a protocol, the LPN Y‘(\a_ L
must consult with the supervising professional or ) ) [ ]q ?“Lﬁ;l.k d’ehT ’H:Q}

- authorized provider before taking action or

. making a recommendation to a patient " i Cji E,{, L%’lé% uﬁj‘{v bm{
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. PO |
Review all therapeutic diets and food allergies r
with dietary staff as needed to assure nutritional ! \’(/‘*W _?( C\{Zﬂ?‘%@_&
standards are met and are consistent with [-2°%- & -f‘g) d},l_s[)ﬁlbj ;
physician orders; 4—d | C;\_

This REQUIREMENT is not met as evidenced m@ Ww
by:

Based observation, record review and confirmed N1 ’ ‘ m&[M

by staff interview the-facility failed to ensure that 1 M W ~—PQI‘

of 5 samipled residents, was provided the proper i =
therapeutic diet (Resident #2). The findings ‘15% Z LUL_LLCD €1 i o

include the feliowing: l:)c {‘ Q ,
|vm\l offered afm oL

Per record review, Resident #2 has a diagnosis of
Esophageal Dysmaotility, a condition in which the mEO\—LS
muscular tube that connects the mouth to the ds M Sﬁﬁ\”
stomach, does not work normally and fails to mw\ | n d
properly deliver liquids and food from the mouth StZ:tP‘F’ 15
to the stomach. The dysfunction can cause b -{,_
difficulty swallowing and chest pain. -%j/ 9{] A l f q (K /m L{MQ

- [ n i*m’s“‘
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7.2.d The home shall assure that food handling
and storage techniques are consistent with safe
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Physician orders iden;ify the-fresident is to receive j d ) e_—\— OJ\.&@L }«@ \ ‘C,LUS
a pureed diet; (defined as a food which is smgoth, ,
moist and of blended texture to prevent choking | [hQJULd l QQJ\%(E’*—@\C LS
or food getting stuck in the esophagus). | ‘ﬁ’ I\LCh‘l W
Per observation of the noon meal on 1/14/19, ;

Resident#2 was provided pureed soup and a K ‘\—
_senving of large curd cottage cheese. | C’!/\'m ma/n
Confirmation was made by both the care @j\&\[’
! providers and the cook that the cottage cheese | O,Ld
" was not pureed, but juice from peaches had been L(—L\}}ir L bu—’ ‘F@r’&“
 added. %
|
- On 1/14/19 during the preparation of the evening | — p(d/ 63[_ m | N
meal, staff to include the cook, were asked what mlm[ 4
was going to be served to Resident #2. The ! ‘ W
response was soup. The surveyor asked the
staff if additional foods were going to be served to | i
the resident. The staff/cook read the entrées to | &LLL Q/L & L{/L
the surveyor, who suggested they ask the
resident what his/her preférence was. There was i
a discussion with the cook.and the care providers
that the entrees can be pureed, and liquids can
be added to make the consistency smooth. 5/\?\ 5 l q
The resident assessment signed and dated on
4/16/18 by the Registered Nurse, identifies the
residentis on a pureed diet. The resident care
plan also identifies Resident #2's medical
condition and the need for a pureed diet.
R249 VII. NUTRITION AND FOOD SERVICES R249 ‘
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food 'handling practices.

This REQUIREMENT is not met as evidenced

by: ]
Based on observation and confirmed by the
chief/manager, the facility has failed to store food |
products safely in the dietary department. The !
detailed findings include the following: !

Per tour of the dietary department in the presence
of the manager on 1/14/19 at approximately 1 PM |
the following items were discovered to be |
stored/handled in an unsafé manner;
. -16-ounce box of cornstarch partially used |
opened, not sealed or dated on the apen shelf; |
. -16-ounce box of Kosher salt partially used i
: opened, not sealed or dated on the open shelf, |
-28-ounce box of Cream of Wheat Cereal partially:
used opened, not sealed or dated on the open ]
shelf:
-15-ounce bax of raisins partially used opened,
not sealed or dated on the open shelf, :
-partially used bag of breadcrumbs partially used,
sedled, but not-dated as to when it was put in use
on an open shelf,
-5 pound bag of pecans partially used opened,
not sealed or dated on the open shelf;
and
-32-ounce bag of cashews partially used opened,
not sealed or dated on the open shelf.

The manager/chef confirms during the tour that
most food is used within 2-3 days, but the facility
does not have a written policy for staff to follow as
to the management of open partially used
products.

R252 VII. NUTRITION AND FOOD SERVICES
SS=E
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7.2 Food Storage and Equipment

7.3.b Areas of the home used for storage of
food, drink; equipment or utensils shall be
constructed to be easily cleaned and shall be
kept clean

. This REQUIREMENT is not met as: evidenced
by:
Based on observation and confirmed by the
chief/manager, the facility failed to ensure that the |
- dietary department and equipment used to
mix/toast food, is kept.clean. The detailed
findings are as follows:

Per initial'tour of the dietary départment in the
presence of the chieffmanagér on 1/14/19 at
approximately 1 PM the following conditions were
identified:

-the large stand mixer located on the prep-table
was found with visible accumulated dried food
particles. Hanging from the mixer was a small
white colored timer, that also had visible dried
food particles:

-The toaster(s) were found heavily caked with
bread crumbs at the base of the unit(s);

-The floor biehind the prep-table had visible
crumbs/chips, adjacent to a small round pest
control chamber.

The manager and the cook confirmed that the
above identified concerns needed atterition.
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